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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: . Galifgrmia

D. INCOME LEVELS - MEDICALLY NREDY

X Applicable to all groups. Applicable to all groups
except thogse specified
below. Excspted group
income levelg are also
ligted on an attached
page 3.

1) (2) 3) (4) (5)
Family Net income level Amount by which Net income level Amount by
Size protected for Column (2) for persons which Column

maintenance exceeds limits living in (4) excaeds
- specified in rural areas limits

/_/ urban only 42 CFR specified in
_ A3s5.10071/ A2 CFR

/X/ urban & rural A35.10071/

1) (2) 3) (4) (5)

1 $ enm s 3 3

2 $ nm 3 s s

2 Adults $  934.002/ S s s

3 $ 9334.00 S s H

4 $ 1100.00 S s s

5 $ 1258.00 s s 3

6 $ 1417.00 3 3 3

7 $ 1520.0 $ 3 3

3 $ 1692.00 s s 3

a $ 1825.00 s kS s

10 S 1959.00 ) $ S
For each
addi-
tional
person,
add: s 14 s : :

1/ The agency has methods for excluding from its claim for FFP
payments made on behalf of individuals whose income excseds
these limits.

2/

Thi~ mas 3
This mainctenance need level apolies only when -~z 1=

of the adults is zced, -bHlind ~r Gisanleds T lzaes one
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